
 

       

International Journal Dental and Medical Sciences Research 

Volume 7, Issue 4, July – Aug. 2025 pp 26-28  www.ijdmsrjournal.com ISSN: 2582-6018 

                                       

 

 

 

DOI: 10.35629/6018-07042628                 |Impact Factorvalue 6.18| ISO 9001: 2008 Certified Journal     Page 26 

Understanding Atypical Facial Pain: A Comprehensive Review 
 

Richa Singh
1*

, K T Magesh
2
, M Sathya kumar

3
, R Aravindhan

4
, Sivachandran 

A
5
, SSwathi

6
, Ramya Mahalingam

7
 LawanyaJ

8
, KarnicaA

9
 

1
Lecturer, SRM Kattankulathur Dental College & Hospital, SRMIST, Chengalpattu, Tamilnadu. 

2
HOD & Vice Prinicipal, SRM Kattankulathur Dental College & Hospital,SRMIST,Chengalpattu,Tamilnadu 

3
Professor, SRM Kattankulathur Dental College & Hospital, SRMIST,Chengalpattu,Tamilnadu 

4 
Associate Professor, SRM Kattankulathur Dental College & Hospital, SRMIST,Chengalpattu,Tamilnadu 

5 
Associate Professor, SRM Kattankulathur Dental College & Hospital, SRMIST,Chengalpattu,Tamilnadu 

6
Lecturer, SRM Kattankulathur Dental College & Hospital, SRMIST,Chengalpattu,Tamilnadu 

7
Research Scholar, SRM Kattankulathur Dental College & Hospital, SRMIST,Chengalpattu,Tamilnadu 

8
Under Graduate Student, SRM Kattankulathur Dental College & Hospital, SRMIST,Chengalpattu,Tamilnadu 

9
Under Graduate Student, SRM Kattankulathur Dental College & Hospital,SRMIST,Chengalpattu,Tamilnadu

 

----------------------------------------------------------------------------------------------------------------------------- --------- 

Date of Submission: 01-07-2025                                                                           Date of Acceptance: 10-07-2025 

----------------------------------------------------------------------------------------------------------------------------- ---------- 

 

ABSTRACT: Atypical facial pain (AFP) is a 

complex and multifactorial condition characterized 

by persistent facial pain without a known etiology. 

This comprehensive review aims to provide an in-

depth understanding of AFP, including its 

definition, epidemiology, pathophysiology, clinical 

presentation, diagnosis, and management strategies. 

We discuss the various theories underlying AFP, 

including neuropathic, psychological, and 

biopsychosocial factors, and highlight the 

challenges in diagnosing and treating this 

condition. This review reveals the need for 

multidisciplinary approaches to manage AFP, 

incorporating pharmacological, psychological, and 

interventional therapies. This review aims to 

enhance clinicians' understanding of AFP, 

facilitating accurate diagnosis and effective 

management of this debilitating condition. 

KEYWORDS: Atypical facial pain, chronic pain, 

facial pain management, neuropathic pain, 

biopsychosocial model. 

 

I. INTRODUCTION 
Persistent Idiopathic Facial Pain (PIFP), 

another name for Atypical Facial Pain (AFP), is a 

chronic, poorly localized type of facial discomfort 

that usually affects areas innervated by the 

trigeminal nerve [1]. The absence of objective 

clinical or radiologic findings is what sets apart 

AFP, which was first described in 1924 by Frazier 

and Russell, who also came up with the term 

"atypical neuralgia." Other organizations like the 

International Headache Society and the 

International Association for the Study of Pain 

refer to this condition as chronic idiopathic facial 

pain or idiopathic fasciitis, even though the World 

Health Organization recognizes it. 

AFP is still a difficult and frequently misdiagnosed 

condition because there are no established 

diagnostic standards [2]. Research indicates that 

between 10 and 15 percent of individuals with 

persistent facial pain exhibit symptoms that are not 

consistent with those of classic trigeminal 

neuralgia. A person's everyday activities and 

general well-being can be significantly impacted by 

facial pain. According to Weiss et al. 2017 [3], 

patients frequently characterize the pain as intense, 

searing, crushing, or burning. A multidisciplinary 

approach is frequently required for evaluation and 

management due to the diagnostic ambiguity and 

its complex nature. Impact of Epidemiology and 

Psychosocial Factors. People with AFP often seek 

treatment from a variety of medical specialties. 

According to research, comorbid anxiety or 

depression may occur in as many as 50% of 

patients with AFP and associated orofacial pain. A 

thorough management strategy incorporating both 

pharmacologic and nonpharmacological 

approaches is necessary because these patients 

frequently experience years of pain and disability 

[4]. 

 

II. REVIEW 
CLINICAL SIGNS AND SYMPTOMS 

AFP is commonly distinguished by: 

PAIN QUALITY:A diffuse, poorly localized, 

deep, dull, burning, or aching discomfort. 

DURATION: The pain may be constant or 

sporadic and lasts for hours each day. 

Location: Initially affecting only one side of the 

face, it may eventually spread to either sides or 

more areas. 

Triggers: Exhaustion and stress can make 

symptoms worse. 
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Demographics: Mostly affects middle-aged to 

older women, especially those with maxillary 

disorders. 

The pain is frequently insensitive to common 

painkillers and does not follow dermatomal 

patterns. Many patients report that their symptoms 

have persisted for years [5]. Somatoform pain 

disorder can occur due to various factors, including 

herpes zoster, multiple sclerosis, tumours, sinus or 

dental injuries, or trauma without an organic 

foundation. 

 

Grouping 

TABLE. 1 EXAMPLES AND HISTORY OF BURCHIEL'S CLASSIFICATION OF FACIAL PAIN BY  

 

 

 

INTERNATIONAL HEADACHE SOCIETY 

(IHS) AFP/PIFP CRITERIA 

Oral and facial pain that lasts longer than two hours 

every day for more than three months. 

Nagging, boring, or poorly localized quality.no 

deficit in the nervous system. 

No identifiable dental or other cause 

exclusionary diagnosis based on careful research. A 

thorough clinical workup is necessary to rule out 

other possible causes, such as trigeminal neuralgia, 

sinusitis, dental infections, temporomandibular 

disorders, or intracranial pathology, as AFP is still 

an exclusionary diagnosis. 

 

DIFFERENTIAL DIAGNOSIS 

One can classify facial pain into:  

Pain from dental conditions (such as decay, 

abscesses, and periodontitis) causes that are not 

dental, such as Trigeminal neuralgia, post herpetic 

neuralgia, and burning mouth syndrome are 

examples of neuropathic pain. Temporomandibular 

disorders (TMDs) can cause musculoskeletal pain, 

which manifests as joint discomfort or limited jaw 

movement. 

About 5 out of 100,000 people experience 

trigeminal neuralgia annually, whereas middle-

aged women are more likely to experience burning 

mouth syndrome, which has prevalence rates 

ranging from 0.6% to 12.2% (2). Examining-MRIs 

and other comprehensive tests are frequently 

performed on patients, though the results are 

typically normal. Notably: PIFP patients show no 

signs of neurovascular compression. Changes in 

brain morphology have been observed that are 

consistent with chronic pain. ESR and CRP testing 

should be used to rule out temporal arteritis in 

patients older than 50. [6]It is best to save 

advanced imaging (such as CT or MRI) for 

situations where there are warning signs or a 

suspicion of structural lesions. 

 

PHARMACEUTICAL THERAPY FOR 

MANAGEMENT 

Since there is no known pathophysiology for AFP, 

treatment frequently entails trial-and-error:  

 

AGENTS IN THE FIRST LINE:  

Tricyclic antidepressants (TCAs), such as 

nortriptyline (20–50 mg/d) or amitriptyline (50-100 

mg/d), have been shown to be effective after at 

least six months of treatment. Alternatives to TCAs 

include anticonvulsants like gabapentin and 

pregabalin, particularly for patients who are unable 

to take them. Duloxetine and venlafaxine are 

examples of serotonin-norepinephrine reuptake 

inhibitors (SNRIs). In a trial involving 30 patients, 

venlafaxine only marginally improved outcomes 

[7] Traditional analgesics and opioids: Saved for 

extreme, unresponsive situations. 

 

BEHAVIORAL AND PSYCHOLOGICAL 

TREATMENTS 

Although it might not considerably lessen 

pain, cognitive behavioral therapy, or CBT, has 

been shown to enhance coping strategies and 

quality of life. According to a study with 178 

patients, CBT enhanced patient autonomy and 

coping but did not improve pain intensity, whereas 

fluoxetine decreased pain [2]. 

 

SURGICAL INTERVENTIONS:  

There is little evidence to support the 

benefits of surgical procedures like neurectomy and 

motor cortex stimulation. Because of their 

inconsistent results, they are generally not advised. 

 

PAIN 

CATEGORY 

HISTORY PAIN CHARACTERIZATION 

Typical Trigeminal Neuralgia Type 1 

Trigeminal Neuralgia Type 2 

Episodic 

(pain that is more than 50% constant) 

Atypical post herpetic neuralgia, deafferentation 

pain, and trigeminal neuropathic pain. 

Chronic and persistent pain that cannot be 

localized 
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III. CONCLUSION 
A thorough understanding of AFP's 

clinical presentation, diagnostic ambiguity, and 

broad differential diagnoses is necessary for its 

management. AFP emphasizes the necessity of a 

multidisciplinary approach involving neurologists, 

dentists, pain specialists, and mental health 

professionals as a diagnosis of exclusion. The best 

results for patients are obtained through 

comprehensive care that includes psychological 

support, even though pharmaceutical treatments—

especially TCAs—remain the mainstay. 

To clarify the underlying mechanisms and 

create targeted therapies, more research is required. 

Until then, the best way to manage this complicated 

pain condition is through personalized, 

compassionate, and multidisciplinary care. 
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